and so far as possible prevent or postpone personal or social deterioration or breakdown'. Until this Act, local authorities had no power (or duty) to promote specific services for the elderly. It would seem that this new machinery would be the most logical to employ for this dental aspect of social welfare.
The great advantage that would follow would be that all available health and social services would be enlisted together and the situation could be seen as the promotion of welfare rather than the provision of dentures. The significance of the edentulous state as a social factor would be seen both as an element in deterioration and any, even partial, success in dealing with it as a rehabilitative measure. It also implies some recognition that the edentulous person of long standing exhibiting severe resorption is a person who has suffered mutilation and is, for that reason, to be numbered among the handicapped.
The moves that are being made toward the reorganization of the social and health services could possibly have the significance that the institutionalized could be treated in the same way and by the same machinery.
A complication to be anticipated, if the effects of the reparative dentistry that has been extensively practised since 1946 come to fruition, is an increase in the numbers of aged men and women with more or less complete dentitions that have been preserved despite environmental assault. Very difficult problems of technique may be met in keeping these dentitions effective. If preventive dentistry were to become more effective the occurrence of healthy teeth in intact periodontia would go far toward solving the problem.
Any attempt to enlarge services for the elderly must compete with established services for manpower and funds. There is evidence supporting the contention that clinical ancillary workers could be employed to economize the energy of the dentist who would operate for part of his time as director of ancillary workers. The 'denturist', however, has little part to play in the dental treatment of the aged. The social worker, the home help, the dietician, the woman who teaches the patient how to look after his mouth and dentures and, especially, the geriatricianthese are the people that can assist the dentist, not the vendor of false teeth.
The significance of the increase of the proportion of over-65s has taken the community by surprise (Seebohm Committee on Local Authority and Allied Personal Services 1968). Whitehead (1929) wrote: 'Each profession makes progress but it is progress in its own groove; serious thought is confined to a narrow range of facts and experiences; the remainder of life is treated superficially. The fixed person for the fixed duties who in older societies was such a godsend, in the future, will be a public menace.' In its excursions into social science and in liberalization of its curricula, dentistry has demonstrated that it has seen the danger. But since Whitehead's day, the pace of social change has doubled and redoubled. The effort of imagination and the effort to break what Bagehot called 'the cake of custom' needs to be correspondingly greater. As Johnson Abercrombie phrased it, to educate for change may be as important as to educate for dentistry. 
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Adaptation and Habituation in the Elderly
There are age differences in intellectual functioning and learning ability and a tendency for older people to distrust new experiences. There is also evidence that older people are slower at making decisions when they have to react unexpectedly, and they often seek more information before committing themselves.
These differences seem to be present independent of age differences in sensory acuity, physiological attributes or changes in physique. It is not possible to forecast with any accuracy from one such set of characteristics to another, or between any of them and intellectual state. Individual differences between people also seem to be greater in older age groups than in younger ones, and so it becomes more difficult to predict from the average performance of an age group how a given older individual will perform any mental or physical task (Heron & Chown 1967) .
However, we can make some predictions about an older person's ability to learn a new skill from tests of his intellectual functioning. There are two kinds of intelligence. The first, fluid intelligence, is concerned with solving problems new to the person and it falls off steadily with age throughout adult life, the rate of decline varying greatly from person to person. The other, crystallized intelligence, consists of the information a person has accumulated throughout his life, and this does not desert him until extreme old age, if then (Cattell 1963) . Fluid intelligence seems to be related to the ability to handle completely new learning, and information from crystallized intelligence may help or hinder new learning, depending on whether it can be applied directly or whether it requires modification in order to be of use.
Data from three studies of industrial training of middle-aged and older people were quoted. The first two, on retraining tram drivers and horsedray drivers (Shooter et al. 1956 , Entwisle 1959 , showed that older people can learn, given enough time. For some, this may be as much as double that required by a 20-year-old. Tram driving experience appeared to aid learning to drive a bus, but horse-dray driving appeared to hamper learning to drive a lorry. It is not easy to predict whether previous experience will help or hinder, but in these cases the findings seem reasonable enough. The third study was on training burlers and menders of woollen cloth (Belbin 1957) . It demonstrated that training time could be cut from one year to three months even with trainees older than normally considered for this job, provided certain methods were used. The learners were given good knowledge of the cues they should expect and on which they had to act, and they were given graduated practice so that the immediate task facing them was never too difficult.
Although there are real age differences in capacity to learn and adapt, such studies show that suitable methods can help older people. It is often no good using 'general verbal encouragement', since unwillingness to try new things is only confirmed by the set-backs the elderly are likely to encounter. The task must be specially designed for them so that they will not experience failure. Small amounts of progress on graduated tasks can be used to provide positive reinforcement. Perhaps the dentist can use analogous techniques to overcome physical and physiological difficulties for his patient, thereby avoiding disappointment for the patient with its likely consequence of unwillingness to continue treatment. Such techniques might involve provision of plenty of cues as to how the mouth should feel, and also a gradual building up of prosthetic aids to allow the person to acclimatize to the new feelings by degrees.
